Although it is a new specialty, palliative medicine enjoys strong support among both the public and the health professions. Its practitioners are widely assumed to be the main advocates and agents for improved care of the dying, and are aided by generous public donations. Pioneers of palliative medicine began their specialist careers outside the National Health Service (NHS), arguably outside mainstream medical practice, as part of a wider 'hospice movement'l. The movement's mission was described as to bring about changes in practice 'we went out of the NHS in order to change the NHS'. There has, however, been little discussion so far about how specialization in palliative medicine came about, whether it is the most appropriate way to address acknowledged deficiencies in care, or whether it can be sustained in the long term2. Here we examine factors that have contributed to the evolution of palliative medicine as a specialty, and conclude that its future is in doubt.
THE NATURAL HISTORY OF MEDICAL

SPECIALTIES
Kuhn's theory of scientific revolutions3 is often applied to medicine4. Major changes are instigated by practitioners outside the mainstream, whose work focuses on the anomalies observations that cannot be explained by the current 'paradigm', or a set of past achievements and current theories that form the basis of current practice. Such work gives rise to new theories and a new model for continuing practice, one that leaves adequate room for puzzle-solving.
The process by which new specialties arise has been summarized by Beeson5. Practitioners has come to see an increasing proportion of deaths as forbidden.
Funded by charitable bodies independent of national planning processes, a small dissident group of practitioners provided the charismatic leadership that launched the movement and sustained it in its early years. This apparently innovative period later gave way to a phase known as 'routinization1o, in which specialist publications were launched, links to academic institutions and postgraduate courses were developed, and national and academic honours were bestowed on the founders of the movement.
Most medical specialties are based upon practical criteria, which may not be explicitly stated, for including and excluding patients. Examples are the organ systems affected, disease categories, age, or the potential usefulness of the treatments employed by the specialist. With the demise ofthe hospital generalists, specialties are increasingly based on organ systems and disease categories rather than the traditional division into medicine and surgery. Palliative medicine is unusual in claiming to be driven by a philosophy that potentially excludes nobody and includes everybody, and which eschews reference to any specific disease category. Also claimed as distinctive features of the palliative care approach are the integration of the work of a multidisciplinary care team, and attention to the personal needs of the patient and his or her family, including the effects of multiple symptoms and psychosocial aspects of care.
Though specialists in palliative medicine frequently restate the philosophy of their field, they cannot be shown to base their practice on it. Palliative care programmes and facilities concentrate on the needs of cancer patients. Cancers are assumed, without evidence, to have a unique capacity to inspire fearl 1, and to have predictable outcomes, even though other chronic diseases have markers predictive of a shorter prognosis than many tumours'2. The popular perception that specialist care is ipsofacto superior to generalist care39 is a powerful one. In a recent study in which terminal care in a hospice was compared with care in a community hospital40, patients' families perceived hospice care as better41 despite the lack of differences in processes and outcomes.
Promotion of specialist practice as the way to improve palliative care has often been justified on the grounds that a general practitioner can expect to care for only two patients per year dying of cancer at home42, and thus cannot acquire the necessary expertise outside a specialist unit43. This claim gives no weight to deaths from other causes, or to the general practitioner's commitment to those eventually dying in hospital or hospice beds. Furthermore, it is based on the assumption, essential to the specialist model, that palliative carc and active treatment are quite distinct and separate. In the generalist model, the patient has palliative * Death Figure 1 Changing emphasis of care as well as curative (where they exist) treatment needs at the same time44, in acute45 as well as chronic illness, with palliation assuming greater importance as death approaches (Figure 1 ). It may be more realistic to say that every general practitioner has several hundred patients with incurable chronic disease at any one time, and has to combine both approaches for every one at all times46.
Acceptance of the inevitability of death for all47, and concentration on living to one's full potential until dcath comes, are the stated objectives of palliative care. The perceived taboo against discussion of death may be, according to some commentators, in retreat48. If so, it appears to apply to early deaths from cancers only49, such that it is possible for one young sufferer to be quoted as saying, 'I wish I could tell everyone how nice it can be to die of cancer'50. There are no similar published quotes from victims of end-stage chronic obstructive airways disease. If specialist palliative medicine has contributed to acceptance of discussion of death from cancer51, the standardization of this concept of a 'good death'52 may have increased the relative prohibition of discussion of death from other causes53 that provide no licence for the terminally ill role54.
With palliative care a specialized function, or provided by specialists, comes an unforeseen effect. A The integration of the palliative care approach into everyday practice63, and into the management of all patients with incurable disease from diagnosis to death64, has been an aim of the hospice movement from its early days and has lately been declared more vigorously65'66. The specialist diseasespecific model of palliative care depends upon separation of this function67'68. Patients are referred only when diagnosis and prognosis have been determined. In non-malignant chronic disease for example, chronic obstructive airways disease the diagnosis itself may require a long period of observation, monitoring, and negotiation with the patient69. The interval between diagnosis and death may be years, with the relative importance of palliative and diseasemodifying treatments changing continuously70. Integration of the palliative care approach will thus depend on the clinician who has long-term responsibility for the patient, including initial investigation and diagnosis, intercurrent disease and psychosocial problems.
The needs of patients with non-malignant chronic disease have received increased attention in recent years7l. This includes calls for palliative physicians and hospices to extend their services to these patients, and to offer 24-hour support. As a specialty, palliative medicine has had a somewhat atypical history. It differs from other specialties in the degree of dissonance between its purpose and its practice. It has developed few new techniques, but has instead been based on coordination of techniques that originated elsewhere. Rather than informing and contributing new methods to generalist practice, specialist palliative medicine has taken the methods and philosophy of general practice and adapted these to a specialist, disease-specific model. Some of the conditions for specialization have been apparent particularly third-party funding, chronic disease, and partially effective interventions. The first of these conditions cannot be assured in the future; the last is receding as techniques are refined and disseminated.
Adaptation is acknowledged to be necessary72'73.
Palliative medicine cannot continue to limit its scope to cancer. The role of coordinator of palliative care in oncology can readily be undertaken by specialist palliative care nurses74'75. If palliative medicine were to adapt by changing its focus in the ways described above, the number of potential patients would expand76'77 to include most of the population, and a service on the current model could not be sustained. The clinician that emerged would be indistinguishable from a general practitioner with access where necessary to inpatient beds-a model that from an early stage78 was shown to be effective in raising standards in terminal care.
